Abstract
Introduction
The acronym HELLP was coined by Louis Weinstein in 1982 to describe a syndrome consisting of hemolysis (H), elevated liver enzymes (EL) and low platelets (LP). HELLP syndrome develops in 1 of 1000 pregnancies overall 1, 2 , and in 4-12% of the patients already affected by severe preeclampsia or eclampsia 3 . As many as 15-20% of the patients with HELLP syndrome do not have antecedent hypertension or proteinuria 3 . Onset is antepartum in 70% of the cases, usually in the third trimester, and within 48 hours of delivery in the other 30%.
II. Materials And Methods
The present study was an observational study which has been carried out in the Department of Obstetrics and Gynaecology, Mamatha Medical College, Khammam. 81 cases attending the labor room were diagnosed of pregnancy induced hypertension between May 2011 and April 2012 . Of these 81, 18 cases fulfilled the criteria of HELLP. Maternal and perinatal outcome and also clinical and therapeutic factors effecting outcome were studied.
III. Discussion
HELLP is diagnosed by strict laboratory criteria of Hemolysis in Peripheral smear, Elevated liver enzymes AST/ALT >/= 70 IU/L,LDH >/= 600 IU/L & Platelet count <1,50,000/microL MISSISIPI CLASSIFICATION CLASS I
• Platelets <50000
Almost 90% of the patients will have a history of malaise for a few days prior to presentation 4 . Other common symptoms include epigastric or right upper quadrant abdominal pain, nausea, vomiting, headache and visual symptoms. The differential diagnosis include choleloithiasis, cholecystitis, hepatitis, acute fatty liver of pregnancy, pancreatitis, perforated peptic ulcer, severe hiatus hernia, pyelonephritis and Budd-Chiari syndrome 4 . Thrombotic thrombocytopenic purpura (TTP) and hemolytic uremic syndrome (HUS) may also cloud the diagnosis of HELLP syndrome.
In These 18 cases were classified according to MISSISIPI classification, with maximum incidence of 50% in Class 3 according to our study.
In this study the patients age group was between 18 and 30 years AGE ( in years)
NO.OF PATIENTS % OF PATIENTS 18 -20 yrs 2 12% 20 -30 yrs 16 88%
The age group in our study is between 18 and 30 years, with maximum incidence between 20 -30 years (88%).
Distribution of patients according to the parity PARITY NO.OF PATIENTS % OF PATIENTS
In our study, higher incidence was among multigravidae (56% ). In the present study of the 18 cases 15 cases (83.3%) cases were preterm. In the present study of the 18 cases 15 cases (83.3%) cases were preterm. The incidence of maternal complications in our study was higher compared to Hemanth et al 3 , with incidence of pleural effusion/ ascites being highest (44.4%). The incidence of DIC was higher in Sibai et al 8 study (38%), compared to 22.2% in our study. The incidence of acute renal failure in our study was 27.7% which was higher compared to both Sibai et al and Hemanth et al. the incidence of abruptio placentae in our study was 27.7% which was comparable to Sibal et al. The incidence of pulmonary edema in our study was 5.5% which was comparable to Sibai et al.The other complications reported in our study were retinal detachment, intra cranial bleed, eclampsia and jaundice.
Distribution according to the period of gestation
The incidence of transfusion of blood and blood products in this study is as follows BLOOD Requirement of blood and blood products was high in class 1 and 2 compared to class 3 patients. 
Pregnancy outcome in this study is as follows

Lower segment Cesarean section was done in 7 cases
Obstetric indications 5 Induced cases 2
Of the 18 patients 5 had spontaneous vaginal deliveries. 8 cases were induced of which 6 delivered vaginally and 2 were delivered by cesarean section. 5 cases were delivered by cesarean section for obstetric indications. The perinatal outcome in our study was as follows. 50% of the cases had Intra uterine growth retardation. The incidence of intra uterine deaths was 33.3%(6 cases)which was high compared to Sibai et al and Hemnth et al. The incidence of neonatal deaths was 16.6% which was comparable to both studies. The incidence of Respiratory distress and low 5min APGAR score (<7) was 22.2% each. The causes of intra uterine deaths were abruption in 5cases and meconium aspiration in 1 case. The causes of neonatal deaths were sepsis in 2 cases and respiratory distress in 1 case.
Perinatal outcome in this study is as follows
Perinatal mortality in this study is as follows
The reason for higher morbidity in our study is delay in identifying the problem by referring doctors. Most of the cases were referred to us at a late stage. Biochemical changes identified HELLP syndrome and termination of pregnancy was planned upon admission to the hospital.
In all cases of severe pre eclampsia with renal failure and accumulation of fluid in 3 rd space ( pleural effusion/ascites) , restriction of fluids to <80 ml/hr or 1ml/kg/hr 10 is recommended to reduce the incidence of pulmonary edema. Renal impairment was corrected within 48hrs of delivery.
Pregnancies complicated by HELLP syndrome are associated with poor outcome for the mother and fetus. Maternal complications are common and potentially life-threatening. Disseminated intravascular coagulation, placental abruption and acute renal failure are common 5 . Other complications include eclampsia, cerebral hemorrhage, adult respiratory distress syndrome (ARDS) and hypovolemic shock. Haematoma, infarction and rupture 6 of the liver have also been described. Perinatal mortality ranges from 10-20% in HELLP syndrome 7 . This high mortality is associated with preterm birth and its complications including growth retardation and abruption of placenta. Infants have high rates of respiratory distress syndrome, bronchopulmonary dysplasia, intracerebral hemorrhage, necrotizing enterocolitis and neonatal thrombocytopenia.
IV.
Conclusion The presence of HELLP Syndrome accentuates the risk for adverse maternal -perinatal outcome. There is involvement of multiple organs. Presentation is variable, resulting in delayed diagnosis, and inappropriate medical and surgical treatments. Class I had maximum maternal morbidity and maximum incidence of transfusions.
This study uncovers only the tip of the iceberg as this is only a hospital based study. HELLP syndrome in non PIH cases were not evaluated. Many cases belonging to Class II and III can go unnoticed because of an uneventful course.
Outcome for mother and baby can be improved with better understanding of the disease process, consequent earlier diagnosis and improvements in maternal and neonatal intensive care standards. Restriction of fluids to <80 ml/hr or 1ml/kg/hr 10 is recommended to reduce the incidence of pulmonary edema in patients with renal failure 10 .Risk of recurrence is approximately 5% 3. Risk of pre eclampsia in subsequent pregnancy is 20% 3 . Low dose aspirin prophylaxis may be of benefit 9 . Anticipation of the problem and early identification of HELLP Syndrome will reduce the complications associated with this condition.
